Dispensing doctor: an underutilised resource? by Lim, David et al.
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
Lim, David, Sunderland, V. Bruce , Lewis, Janice , & Emery, Jon (2014)
Dispensing doctor : an underutilise resource? In Jackson, Claire (Ed.)
Rocking the Boat : 2nd International Primary Health Care Reform Confer-
ence, 17 - 19 March 2014, Brisbane, QLD. (In Press)
This file was downloaded from: http://eprints.qut.edu.au/67893/
c© Copyright 2014 The Authors
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
1 
 
Abstract 
 
Objective:  To identify and understand factors that influence dispensing doctor’s 
(DDs) prescribing decisions. 
 
Design:  Qualitative descriptive study. 
 
Setting: Primary care. 
 
Participants:  20 DDs, 7 non-DDs and 4 community pharmacists. 
 
Main outcome measure:  Self-reported perceptions of factors that influenced DDs’ prescribing 
and dispensing of pharmaceutical benefits. 
 
Results:  Four unique influences on DD practices were identified: patient’s 
perceived needs for doctor dispensing; peer pressure on prescribing; 
lack of support for dispensing in an isolated setting, and availability 
of pharmaceutical stock.  The ability of DDs to dispense 
pharmaceutical benefits often aided in the sustainability of what 
would in some cases be an unviable rural practice.  Investment in 
pharmaceutical stock may improve doctor retention in isolated 
communities. 
 
Conclusions:  DDs fulfil an important area of unmet needs by providing continuity 
of pharmaceutical care but the practice was hindered by significant 
barriers. 
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What this Paper Adds 
 
What is already known on this subject: 
 Systematic review of overseas DDs’ studies indicated that DDs often overprescribed and 
suggested poorer pharmaceutical standards. 
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 Little is known of Australian DDs’ practices and factors that influence their prescribing 
behaviour. 
 
What does this study add: 
 Australian DDs primarily dispensed to facilitate patient access to medicines but were 
influenced by three significant barriers: perceived peer pressure, lack of support for their 
dispensing role and investment costs in pharmaceutical stock. 
 
 
 
INTRODUCTION 
 
In rural Australia there is inequality between urban and rural populations with regards to health 
outcomes and access.[1]  Multidisciplinary models of organising and providing care have been 
proposed to decrease the health services gap between rural and urban communities[2, 3]  but health 
workforce shortages exist across most professions and are further exacerbated by maldistribution.[4, 
5]  The model of universal multidisciplinary care may not be feasible for all rural communities.  
Flexibility and expansion of the range of tasks that a health professional can undertake were 
proposed.[6, 7]  Dispensing doctors (DDs) in Australia are such an example.  As part of DDs’ routine 
medical practice, DDs are able to both prescribe and dispense Pharmaceutical Benefits Scheme (PBS) 
subsidised medicines to their patients.  The granting of a dispensing licence to a doctor is intended to 
improve rural community access to medicines where there is no pharmacy within a reasonable 
distance.[8]  With DDs’ ability to dispense what they prescribe, a recent systematic review of DDs’ 
practice suggested that overseas DDs’ prescribing was of poorer standard.[9]  Little is understood of 
other factors that influence their practice.  In this study, we aimed to identify and analyse unique 
factors influencing DDs’ prescribing in Australia. 
 
 
METHODS 
 
An iterative, qualitative descriptive methodology[10] was used to identify factors which influenced 
DDs’ practice.  Respondents were recruited through the Divisions of General Practice network.  
Ethics approval for the study was granted by Curtin University Human Research Ethics Committee. 
 
Qualitative data were collected by in-depth face-to-face and telephone interviews.  The interview was 
open-ended and involved pre-determined questions such as: Why does a DD choose to dispense?  
What factors do you think potentially influence your prescribing?  How do you go about choosing one 
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particular drug over another to prescribe?  These questions were informed by published literature on 
influences of doctor’s decisions to prescribe[11-13] and pre-tested with two DDs. 
 
Thirty-one interviews were conducted between June 2009 and February 2010.  Audiotaped interviews 
were transcribed verbatim and imported into NVivo (version 8, QSR International, 2008) for data 
management. 
 
A combination of processes: qualitative content analysis[14] and constant comparison[15] were used 
to analyse the interview transcripts thematically.  Member checking and separate coding were utilised 
to ensure rigour. 
 
 
RESULTS 
 
1. Respondents 
 
Twenty DDs, seven non-DDs and four community pharmacists were interviewed for this study.  
Eighteen respondents (58%) practised in rural (RRMA index 4 and 5) and thirteen respondents (42%) 
practised in remote (RRMA 6 and 7) Australia.  There were nine female respondents (29%) and 
eleven respondents (35%) initially qualified outside of Australia. 
 
 
2. Main influences on DDs’ prescribing 
 
The respondents consistently reported four factors that influenced DDs’ prescribing behaviour not 
previously described elsewhere.  Table 1 provides a sample of verbatim quotations.  The four unique 
themes were: 
2.1. perceived patients’ needs for reasonable access to medicines. 
2.2. peer pressure from non-DDs and pharmacists on prescribing,  
2.3. lack of support for their dispensing role from the Community Pharmacy Agreements.  and, 
2.4. availability of pharmaceutical stock. 
 
 
2.1 Patients’ needs for doctor dispensing 
 
When asked why DD-respondents took on the additional dispensing role, respondents universally 
acknowledged that the main reason was for the convenience and benefits of their patients and to 
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ensure continuity of care.  DDs’ community were generally more isolated and smaller when compared 
to their non-dispensing counterparts.  Respondents indicated that the nearest neighbouring community 
pharmacy ranged from 50 – 200 km (median 70 km) away from their practice.  DD-respondents 
viewed their dispensary as a service to the community. 
 
DD-respondents indicated that because of their prescribing and dispensing roles they had more 
contact with the patients, more comprehensive knowledge of the patient’s conditions and were better 
placed to aid patient compliance.  When dispensing repeat prescriptions they were also able to take 
advantage of the opportunity to informally consult and counsel their patients. 
 
All DD-respondents felt that they had better appreciation of patients’ social needs and were in a better 
position to respond to the patient’s economic needs. 
 
 
2.2. Peer pressure on prescribing 
 
DD-respondents reported significant barriers to their practice.  They believed there was a widely held 
view that DDs dispensed for profit and that their practices were associated with poorer quality use of 
medicines.  DD-respondents reported various degrees of peer pressure and hostility from those against 
doctor dispensing including pharmacist groups, non-DDs and in some instances, their own patients.  
Most non-DD respondents viewed dispensing of pharmaceuticals to be the sole providence of the 
pharmacist profession and dispensing as part of routine medical practice was not considered the norm 
nor best practice.  Without a secondary check by a pharmacist, there would be an elevated risk of 
medication error and the potential for DD to overprescribe and over-service.  DD-respondents 
indicated that some patients would prefer pharmacist dispensing not because of better pharmaceutical 
care but rather it would mean having an additional business in town and an additional family in their 
isolated community. 
 
DDs represented a very small proportion of rural doctors and DD-respondents generally felt they were 
inadequately represented by mainstream medical lobbyists and had no voice in the primary care.  
These made them a vulnerable target.  This vulnerability promoted a number of responses.  All DD-
respondents reported the need to be particularly vigilant in monitoring their own prescribing.  For 
instance, DDs (like all doctors) received frequent feedback from National Prescribing Service 
regarding their respective prescribing.  The prescribing feedback often provided DD-respondents with 
assurance that they were “within the norm”.  On the infrequent occasions when the respondents were 
out of the interquartile range, the feedback provided a basis for self-reflection and possible correction. 
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All DD-respondents felt they had to be proactive in acquiring knowledge about pharmacotherapy and 
most perceived themselves to be better informed about pharmaceuticals especially in terms of price 
and brand substitution.  
 
Generally, DD-respondents felt they needed to make an extra effort to foster professional relationship 
with existing health service providers and saw pharmacists as valuable health professionals.  Some 
respondents did not dispense to patients who were residents of a neighbouring pharmacy town.  Most 
DD-respondents were not threatened by the prospect of a pharmacy opening up in their catchment 
despite the fact that this would mean an end to their dispensing licence. 
 
 
2.3. Lack of support for dispensing practice 
 
All except two of the DD-respondents owned their own pharmaceutical stock, which represented a 
significant financial investment.  Having made this investment contributed to doctor retention (median 
time at location 9.8 years).  Nevertheless, most DD-respondents lamented that they could only hold a 
limited range of pharmaceuticals because of cost.  Consequently almost all of the DDs interviewed 
did not stock non-PBS subsidised pharmaceuticals.  Different state and territory legislation also 
influenced this. 
 
Unlike community pharmacists, DD-respondents regretted they were not eligible for financial 
incentives to sustain their dispensary under the Community Pharmacy Agreements.  Under the Fourth 
Community Pharmacy Agreement (2005 – 2010), DD-respondents did receive an incentive for the 
capture of the patient’s Medicare number which had now ceased under the Fifth Community 
Pharmacy Agreement (commenced July 2010).  
 
All DD-respondents felt frustrated that due to their lack of representation, they were unable to utilise 
any of the Commonwealth Government’s incentives to promote continuity of pharmaceutical care.  
For some DD-respondents, dispensing was a “money losing business” due to the investment tied up in 
stock and lack of entitlement to Community Pharmacy Agreements incentives. 
 
The DD-respondents also expressed concern over uncertainty in regards to some aspects of their 
dispensing rights.  It is unclear whether they can delegate their dispensing to a practice nurse, similar 
to community pharmacy where aspects of dispensing were delegated to pharmacy assistants. 
 
 
2.4. Availability of pharmaceutical stock 
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DD-respondents felt they were marginalised by pharmaceutical suppliers because of their low buying 
power.  Respondents reported unfair restrictions were imposed on them such as delivery of supply 
only on a fixed routine basis, usually once a week.  This was compared with the daily courier services 
that can be expected by a rural community pharmacy.  The major pharmaceutical suppliers also 
restricted the returns of unused pharmaceuticals from DDs which meant DD-respondents had to bear 
the cost and risk associated with holding their stock, such as when specially-ordered pharmaceuticals 
laid unclaimed by patients or when the pharmaceutical expired.  All DD-respondents indicated that 
these factors influenced the type of pharmaceuticals they had in stock. 
 
Additionally, DD-respondents felt they were penalised by having to compete with pharmacy for price.  
DD-respondents reported low mark-up: “usually about 5%, no more than 10%”.  In most instances 
this resulted in the DD-respondents having to sell pharmaceuticals at cost price, which “do not cover 
the cost of purchase and storage”.  It was also felt that patients expected DDs to stock a wide range of 
pharmaceuticals, and complained when DDs did not carry the particular branded pharmaceutical they 
were prescribed by a specialist. 
 
With the limited stock that DDs hold, the DD-respondents were generally not concerned that a large 
proportion of their scripts (median 40%) ended up being dispensed by a neighbouring pharmacy or via 
mail-order.  Most acknowledged that patients would take their routine non-urgent scripts with them to 
be filled by a pharmacy in a major regional centre when they next travelled there.  Consequently DDs’ 
patients tended to utilise the DDs’ dispensary for more urgent medications. 
 
Since the DDs own and manage the stock, DD-respondents felt they were more aware of 
pharmaceutical costs and availability, stocking mainly generic pharmaceuticals.  With the different 
proprietary names, DD-respondents indicated that they were conscious of the potential for confusion 
and consequently spent more time explaining to their patients the purpose/s of use and brand 
substitution.  Nevertheless, all DD-respondents indicated that the ultimate preference remained with 
the patient and DDs would either specifically order the particular branded pharmaceutical in for the 
patient, or provide the patient with a script to be filled elsewhere. 
 
 
DISCUSSION 
 
Key findings from this study were that with a smaller patient population base, the ability of DDs to 
dispense had made it attractive for local residents to continue to visit and support their local doctors 
(DDs) knowing that they (the residents) can have immediate access to medical and pharmaceutical 
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benefits if required.  Without the DD’s dispensary, the residents would have to travel to a 
neighbouring pharmacy town.  In addition, DDs who had invested in their stock were more prepared 
to stay in their community.  It is possible that the model of doctor dispensing may actually contribute 
to sustainability of what would be an otherwise unviable rural general practice through a combined 
revenue source from two unviable stand-alone practices.  This proposition might be attractive where 
there was a small patient population and the free-time that the rural doctor has from consulting is 
spent instead on dispensing.  It remains unclear at what threshold the patient population does not 
justify such a practice. 
 
A key reason offered by the DD-respondents for dispensing was the ability to better respond to 
patients’ needs.  Comprehensiveness of care is a strength of primary care.  Primary care and social 
determinants of health share much in common and health services which do not consciously address 
social determinants exacerbate poor health outcomes.[16-19]  DD-respondents indicated that through 
both prescribing and dispensing, they were more familiar and responsive to their patient’s medical and 
social needs.    Therefore the model of doctor dispensing may provide a consistent and coherent 
approach to management continuity in small rural Australian communities. 
 
Dispensing of pharmaceutical benefits for DDs is not without its difficulties.  DD-respondents 
indicated that they were professionally isolated, felt under-represented and almost invisible to their 
professional bodies and policymakers.  DDs received no support, professionally or financially for 
their dispensing role and in addition experienced significant peer pressure on their practice despite 
similar prescribing rates and patterns as non-DDs.[20] 
 
Other barriers that were experienced by DDs were similarly experienced by rural community 
pharmacies, for instance the cost of owning stock.  In our opinion it is unlikely for the Pharmacy 
Guild to support DDs as doing so would mean endorsing an alternative model of pharmacy practice.  
Nevertheless, under previous Community Pharmacy Agreements, pharmacists were offered financial 
incentive to assist Aboriginal Medical Services with managing their stock holding (Section 100 
program).  Future Agreement might consider a similar scheme to assist DDs in managing their stock 
and facilitate DDs’ important contribution to their community. 
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Tables 
 
Theme Quotations 
Peer pressure on prescribing “If I am a bad doctor the whole region knows about it.  Dispensing doctors are 
already susceptible and other people are watching you ...” 
 
“We discourage people who live in the nearby town which has a pharmacist 
from having scripts filled here, it is a public relation thing.” 
 
“All the small country towns are very devoted to their community and any extra 
business is welcome. They would all prefer have a separate pharmacy, which 
would mean another family coming into town which would help their town 
community infrastructure and viability.” 
 
Lack of support for 
dispensing practice 
“I think it is unfair that we don't get the same amount of support as pharmacist. 
They get decent funding when they set up business and ongoing funds. In reality 
dispensing is money losing business as far as I am concerned unless you ignore 
medical ethics and prescribe medications for whatever the condition” 
 
“HIC [Medicare] funding for community pharmacies specifically excludes 
dispensing GPs. This includes the start-up grant, which is basically aimed at 
allowing you to buy base stock. I know that for me there was no way that I could 
afford that baseline stock, which is why I run the pharmacy [DD dispensary] but 
xxx funds it all, and hence gets any profit from it [DD dispensary].” 
 
Availability of 
pharmaceutical stocks 
“As a DD I am probably more anti-insulin. Insulin is an expensive drug to get, 
expensive drug to keep. Needs refrigeration. To buy insulin you need a couple of 
hundred dollars, so we are always very careful about ordering insulin making 
sure that people will definitely get it. You don’t want to get insulin and then 
people don’t get it. That can happen.” 
 
“Dispensing GPs are compelled to sell expensive medicines at cost price or 
others at $4.85, both of which do not cover the costs of purchase and storage.” 
 
Patients’ needs for doctor 
dispensing 
“If the patient said I can’t afford xxx [medication] … we try to help out to make 
sure that they could have their medication. Times when I thought it was really 
important, I ended up paying for it: from dispensing them and  knowing I wasn’t 
going to get paid, right through to organising a generic or ringing up to get a 
special authority or something like that to help people. Particularly in the case 
of the children, there have been times when I knew that the parents either 
couldn’t or wouldn’t be able to afford to buy antibiotics for their kids. At the end 
of day I make sure they get it [the medication].” 
 
Table 1: Example of specific quotations for the main themes identified. 
 
 
